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N 669' 1200-8-6-.06(4)(c)4. Basic Services N 669
' (4) Nursing Services.
' (c) The Director of Nursing shall have the N669
- following responsibilities: It is the policy that the facility
; _ ‘ im iately infi ; i 2
4. Notify the resident ' s physician when me-iitla . tg ,:lrll orm_ctihe r,es1dent,
medically indicated. QLB Wikl the fesigent s -
physician; and, if known, notify
| the resident’s legal representative
! P — enced b or an interested family member
. This Rule is not met as evidenced by: . - .
| Periding Typs C Penalty # 4 when tl'.lcrle is an accident which
results in injury and has the
- Tennessee Code Annotated 68-11-804(c)4: potential for requiring physician
| Nursing homes shall notify the patient's physician intervention.
' of the condition of a patient when it is medically
.: indicated. 1. The resident’s treating
| Based on medical record review, review of facility pl?y sician and Me_dical
. policy, review of the facility's investigative Director were notified of
- documentation, observation, and interview, the the resident’s allegation of
| facility failed to timely notify the physician abuse by the Social lewl o
| regarding an allegation of rape for one resident oo T
- (#5) of five sampled residents. 1ces Lirector on
| 2/16/2010, immediately
| The findings included: after the allegation was
g g
5 . N brought to a Supervisor’s
i Resident #5 was admitted to the facility on attention
. October 1, 2009, with diagnoses including Mental 2 The d g
Disorder and Depressive Disorder. Medical = ¢ resident’s Son was
i record review of a history and physical dated notlﬁed b)’.thc Social \ =
| September 29, 2009, revealed, "...positive Services Director on Z\“«’ e
. paranoia with accusatory delusions..." Medical 2/16/2010, immediately
| record review of an interdisciplinary assessment : : )
| dated January 3, 2010, revealed the resident was gfter tﬁe alligatlon‘ e
' impaired with decision-making skills, had rought to the Social
i repetitive health related complaints, and needed Services Director’s
' extensive assistance with transfers, walking, and attention.
! hygiene,’grooming Medical record review of a
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of rape.

rpm

| service assistant on February 15, 2010.

' Review of a handwritten statement signed by a
« social service assistant, revealed, "On Monday
1 (2/15/10), (COTA)...proceeded to tell me that

. (resident) had told (COTA) today that a few

- weeks ago a man tried to rape (resident)...

| dated February 15, 2010, regarding the allegation

lntervrew with a certified occupational therapy

| aSS|5tant (COTA) on March 12, 2010, at 1:00

in the conference room, revealed the

‘ resident reported an allegahon of rape to the

| COTA on February 15, 2010, at the end of a

i therapy treatment. Continued interview revealed
. the COTA reported the allegation to a social

2/23/2010 of all staff on
policy N-N-005;
Notification of Changes
and the importance of
timely notification of the
physician, legal
representative or family
member on changes in
resident condition,
treatment or potential for
requiring physician
intervention. As part of
the survey, the employees
were required to sign a
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N 669 | Continued From page 1 N 669
|
care plan effective through April 11, 2010, . )
' revealed, "...Monitor and document behawor and 3 AH licensed and non
report any abnormal observations to physician..." !1censed staff were
mserviced by the Staff
| Rewew of the facility's abuse policy number: Development Coordinator \
| 8S.111-001 revealed, "...Employee shall notify the by 4/2/2010 on the A-b O
- Supervisor |mmed|ately when abuse is ) it £ "
| suspected...Family and Physician are to be IRpOHance Ol IEporing
' notified that an investigation is taking place..." abuse or neglect
. Review of the facility's Notification of Changes allegations immediately so
- policy number: N-N-005, revealed, "...Licensed the investigation process,
Nurse will notify the Attending Physician when a s - .
change in health status occurs..." phyelclan 1_10t1ﬁeatlon and
family notification can
' Review of facility report dated February 17, begin on the day of the
' 2010, revealed, "...Date of occurrence: allegation.
' 2/16/2010.. Administration.. .notified in morning 4. To insure that untimely
, meeting...(resident) said during a treatment :
| session that (resident) had been 'raped about 2 r]e portm_gldoes I.mt FEQRelL,
' weeks ago'. " the Social Service
| Director conducted a
- Medical record review revealed no documentation facility-wide survey by .2123\10
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N 669 Continued From page 2 N 669
| Observation and intervi ith th
: resrden?:;r)‘nnMarch ‘tle2 2%\‘:[;” I‘taht t12e(}E;JIe|::t monented statomont thaF ey woilld
| revealed the resident in no apparent distress, and report allegations
' the resident stated, "One time a man was in my immediately and the
| room trying to molest me...He told me | better not importance of the need to
. tell anybody...Do | have to tell you about that? It report timely and in
. makes me nervous to talk about it." seordatice with
i Interview with the director of nursing on March regulation and policy was
1 12, 2010, at 2:40 p.m., revealed the allegation of reiterated.
: rape was not reported to nursing or the physician To assess other residents
I until February 16, 2010. having the potential to be
' Telephone interview with the resident's attending affgcted ‘by untimely
physician on March 15, 2010, at 12:00 p.m., notification of changes, a
i confirmed the physician was not notified Social Services Assistant
- regarding the allegation of rape until February 186, interviewed all ?\nho
. 2010. interviewable residents on '
| CIO: #25129 2/17/2010. As part of the
! survey, the residents were
| questioned regarding how
? to report concern and
E educated on the
i importance and
| mechanism of reporting
| any concerns immediately.
| To measure the f
i effectiveness of the plan '
! of correction, beginning 2 \\ 6‘!9
! 3/15/2010, the Risk
Manager shall monitor l
i timely physician and
{ family notification for all
i incidents and accidents
' consistent with F157 and
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policy N-N-005;
Notification of Changes.
7. In the event that the plan
of correction does not
achieve the facility goal of
timely notification, the
Risk Manager shall report
any instances of
noncompliance to the CQI .
/ QA & A Committee, that
will discuss the plan of
b correction interventions
and make

. recommendation for

RN.

additional interventions as
necessary. The QA & A
Committee consists of the
Director of Nursing, a
_ physician and at least, but
ey not limited to, three other
team members to include
the Administrator, a Social
Worker, and an EPN or
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